Parathyroid Tumour Following Carcinoma of the Breast C W Venables FRCS (for G Westbury MRCP FRCS) (Westminster Hospital, London) Mrs E H, aged 51 History: First presented in May 1964 with discharge from the nipples. Biopsies of both breasts were performed and revealed an intraduct carcinoma of the right breast for which a radical mastectomy was carried out.
In July 1965 she was admitted with pain in the left knee which had started a week earlier following a minor twist. On examination she appeared well and the only signs were a little tenderness over the knee and a slight effusion. Radiography, including tomography, revealed a cystic area in the lateral condyle which the radiologist considered was probably benign but malignancy could not be excluded. A full skeletal survey showed no other metastases or other bone change. Her serum calcium was 11 2 mg/I00 ml.
As there was doubt over the diagnosis a biopsy was performed at which the cavity was found to be filled with 'caseous-like material'. Histological examination demonstrated the appearances of a 'brown tumour' and the possibility of hyperparathyroidism was raised. Serial serum calcium estimations showed a persistently raised level of 11 -2-12 4 mg/I00 ml which did not fall on steroids. Exploration of neck (18.8.65, Mr G Westbury): Two large parathyroid tumours were found corresponding to the left inferior and right superior parathyroids. Histology showed these to be true adenomas.
Her immediate post-operative recovery was uneventful and she required no calcium supplements, her serum calcium ranging from 8-7 to 9-2 mg/100 ml.
Ten days post-operatively she developed epileptiform attacks of grand mal type; her calcium was 9 4 mg/100 ml and no other cause could be found for her epilepsy although on later questioning she admitted to one previous attack as a child but none since.
These attacks settled on anticonvulsant therapy and she has since remained free from attacks although she has complained of easy fatigue, bone pains and depression which have responded slightly to oral calcium.
Discussion
Hyperparathyroidism is not an uncommon condition but this patient presented some unusual features.
Radiologically demonstrable bone disease occurs in 20-40 % of all published series of hyper-parathyroidism. The usual bone changes are of the osteitis fibrosa cystica type but occasional cases present as localized bone disease. Steinbach et al. (1961) , in a collected series of 61 cases, showed that, in his 11 cases of localized disease, changes could be demonstrated in the bones of the hands on close scrutiny. Such changes were definitely not present in our patient which added to the difficulties of making a diagnosis. This was also complicated by the fact that hypercalcwmia is known to occur in metastatic carcinoma in the absence of radiological bone changes.
Our final diagnosis rested upon the biopsy report and the failure of steroids to affect the calcium level, emphasizing the importance of carrying out a biopsy on any doubtful bone lesion even in the presence of a former carcinoma.
The presence of two parathyroid tumours is not uncommon, occurring in 10% of cases, but it is interesting that two such large tumours could produce so few changes, which conflicts with the argument that bone changes reflect the size of the tumours.
Finally the development of multiple symptoms and epilepsy in the post-operative period is of interest particularly as these occurred when the serum calcium was apparently normal. Unfortunately we have been unable to investigate the possibility that this could be a reflection of a lowered ionized calcium rather than total calcium. The lesson to be learned from this patient is that radiological bone changes may be due to causes other than metastases in someone who has had a previous carcinoma, and that they should be investigated thoroughly before accepting this diagnosis. Mrs D M, aged 36 History: Three months before admission on 27.9.65 she had noticed a lump in her right breast; paresthesiae and weakness of both arms and left leg had been progressing during the same period. This had been preceded by pain in the left shoulder for six months. On examination: There was a large, hard, lobulated mass in the upper and outer quadrant S Clinical Section 427 of the right breast. It was not fixed and there was no lymphadenopathy. CNS: signs of bilateral upper motor lesion with a sensory level at the C5 root; the motor and sensory signs were more marked on the left than the right. Investigations: Anemic; Hb 64%. X-rays of chest, skull and cervical vertebra showed no abnormality. Liver function tests normal. Lumbar puncture: pressure 80 mm, slow rise and fall of fluid; protein 70 mg/ 100 ml. Cervical myelogram showed a space-occupying lesion in the region of C3 to C5 anteriorly; from its shape the lesion was thought to be intradural but extramedullary. At this time the diagnosis was thought to be carcinoma of the breast with secondary deposits in the cervical region causing the quadriplegia.
During her admission she had two operations: Right simple mastectomy (Mr J P Hopewell): Frozen and paraffin sections of the breast tissue showed the mass to be intracanalicular fibroadenoma. Cervical laminectomy (Mr E J Radley-Smith): A tumour, 2 cm in diameter, was found anterior to the cord and more to the left of the mid-line. It was intradural but extramedullary. Histology showed the tumour to be a meningioma. She made a rapid recovery and regained movements in all four limbs twenty-four hours post-operatively; ten days later she regained control of her bladder which she had lost after the first operation. Two weeks later she was walking.
Carcinoma in a C2costomy in Longstanding Ulcerative Colitis M N Morgan FRCS (for E Stanley Lee MS FRcs) (Westminster Hospital, London)
Woman, now aged 76 History: In 1912, when the patient was 23, ulcerative colitis was diagnosed by Mr Ernest Miles at the Royal Cancer Hospital on sigmoidoscopy and at laparotomy. Her condition remained quiescent until 1918 when a cacostomy was performed which was closed the following year. During the next few years she had several courses of bacterial vaccines but in 1934 her cmcostomy was reopened and she was treated by lavage with silver nitrate and saline. She remained well but was lost to follow-up after 1948 until she presented again in September 1965 with a threemonth history of the passage of blood and mucus per rectum and of the development of an ulcer around her caecostomy. On examination (September 1965) : There was an infected and indurated ulcer 3 x 2 5 in. (7 6 x 6 4 cm) involving the skin on the lateral aspect of a prolapsing cwcostomy. The cecostomy was in fact acting as a defunctioning stoma. There was bilateral inguinal gland enlargement. Rectal examination was impossible because of stenosis. Barium studies via the cecostomy showed a grossly shortened and narrowed large bowel with pseudopolyps in the descending and sigmoid colon. Biopsy from the ulcer showed an adenocarcinoma. Operation (13.10.65): The ulcer, cxecostomy and colon were excised as a mono-bloc with closure of the rectal stump. An ileostomy was formed in the left iliac fossa. Pathology: The colon removed was 44 cm long. There were well-marked macroscopical and microscopical changes of ulcerative colitis in the whole bowel with pseudopolyps in the distal part. An adenocarcinoma of a varying degree of differentiation was arising from the cecal wall and ulcerating through and invading beneath the surrounding skin.
It is not surprising that a carcinoma should occur after ulcerative colitis for fifty-three years. The site is unusual. Carcinoma occurring in a colostomy is uncommon. Possible causes suggested (Southwick & Cole 1959 , Gabriel & Lockhart-Mummery 1963 are: Direct spread when made too close to a growth; retrograde lymphatic spread; peritoneal dissemination at the time of operation; the presence of an adenoma, &c., at the time of formation; retrograde spread via the lumen. McGrew et al. (1954) found malignant cells in the bowel lumen proximal to a carcinoma in 42 % of cases, yet in spite of all these possibilities involvement of a colostomy by carcinoma is uncommon. Goligher et al. (1951) had only 3 cases in a series of over 2,000 colostomies performed where the primary growth had been resected.
Apart from cases of familial polyposis, only Thieme (1956) has recorded a primary carcinoma arising at a colostomy. This, however, was a squamous carcinoma arising in a previously irradiated area.
Fifty-three years is one of the longest recorded intervals between the diagnosis of ulcerative colitis and the development of a carcinoma.
